
World Journal of
Gastrointestinal Surgery

ISSN 1948-9366 (online)

World J Gastrointest Surg  2023 February 27; 15(2): 121-306

Published by Baishideng Publishing Group Inc



WJGS https://www.wjgnet.com I February 27, 2023 Volume 15 Issue 2

World Journal of 

Gastrointestinal SurgeryW J G S
Contents Monthly Volume 15 Number 2 February 27, 2023

EDITORIAL

Hot topics in pancreatic cancer management121

Caputo D

REVIEW

Minimum platelet count threshold before invasive procedures in cirrhosis: Evolution of the guidelines127

Biolato M, Vitale F, Galasso T, Gasbarrini A, Grieco A

Comprehensive multimodal management of borderline resectable pancreatic cancer: Current status and 
progress

142

Wu HY, Li JW, Li JZ, Zhai QL, Ye JY, Zheng SY, Fang K

MINIREVIEWS

Impact of endoscopic ultrasound-guided radiofrequency ablation in managing pancreatic malignancy163

Lesmana CRA

Current management of concomitant cholelithiasis and common bile duct stones169

Pavlidis ET, Pavlidis TE

Surveillance strategies following curative resection and non-operative approach of rectal cancer: How and 
how long? Review of current recommendations

177

Lauretta A, Montori G, Guerrini GP

ORIGINAL ARTICLE

Retrospective Study

Causes of epigastric pain and vomiting after laparoscopic-assisted radical right hemicolectomy - superior 
mesenteric artery syndrome

193

Xie J, Bai J, Zheng T, Shu J, Liu ML

Analysis of the impact of ERAS-based respiratory function training on older patients’ ability to prevent 
pulmonary complications after abdominal surgery

201

Gu YX, Wang XY, Xu MX, Qian JJ, Wang Y

Prognostic value of preoperative immune-nutritional scoring systems in remnant gastric cancer patients 
undergoing surgery

211

Zhang Y, Wang LJ, Li QY, Yuan Z, Zhang DC, Xu H, Yang L, Gu XH, Xu ZK

Efficacy and safety of preoperative immunotherapy in patients with mismatch repair-deficient or 
microsatellite instability-high gastrointestinal malignancies

222

Li YJ, Liu XZ, Yao YF, Chen N, Li ZW, Zhang XY, Lin XF, Wu AW



WJGS https://www.wjgnet.com II February 27, 2023 Volume 15 Issue 2

World Journal of Gastrointestinal Surgery
Contents

Monthly Volume 15 Number 2 February 27, 2023

Observational Study

Hepatobiliary manifestations following two-stages elective laparoscopic restorative proctocolectomy for 
patients with ulcerative colitis: A prospective observational study

234

Habeeb TAAM, Hussain A, Podda M, Cianci P, Ramshaw B, Safwat K, Amr WM, Wasefy T, Fiad AA, Mansour MI, Moursi 
AM, Osman G, Qasem A, Fawzy M, Alsaad MIA, Kalmoush AE, Nassar MS, Mustafa FM, Badawy MHM, Hamdy A, 
Elbelkasi H, Mousa B, Metwalli AEM, Mawla WA, Elaidy MM, Baghdadi MA, Raafat A

SYSTEMATIC REVIEWS

Hypophosphatemia as a prognostic tool for post-hepatectomy liver failure: A systematic review249

Riauka R, Ignatavicius P, Barauskas G

META-ANALYSIS

Network meta-analysis of the prognosis of curative treatment strategies for recurrent hepatocellular 
carcinoma after hepatectomy

258

Chen JL, Chen YS, Ker CG

Does size matter for resection of giant versus non-giant hepatocellular carcinoma? A meta-analysis273

Lee AJ, Wu AG, Yew KC, Shelat VG

CASE REPORT

Primary malignant melanoma of the esophagus combined with squamous cell carcinoma: A case report287

Zhu ML, Wang LY, Bai XQ, Wu C, Liu XY

Mesh erosion into the colon following repair of parastomal hernia: A case report294

Zhang Y, Lin H, Liu JM, Wang X, Cui YF, Lu ZY

LETTER TO THE EDITOR

Fecal microbiota transplantation as potential first-line treatment for patients with Clostridioides difficile 
infection and prior appendectomy

303

Zhao JW, Chang B, Sang LX



WJGS https://www.wjgnet.com III February 27, 2023 Volume 15 Issue 2

World Journal of Gastrointestinal Surgery
Contents

Monthly Volume 15 Number 2 February 27, 2023

ABOUT COVER

Editorial Board Member of World Journal of Gastrointestinal Surgery, Dirk Uhlmann, FACS, MD, PhD, Chief Doctor, 
Professor, Department of Visceral, Thoracic and Vascular Surgery, Klinikum Döbeln, Döbeln 04720, Germany. 
dirk.uhlmann@klinikum-doebeln.de

AIMS AND SCOPE

The primary aim of World Journal of Gastrointestinal Surgery (WJGS, World J Gastrointest Surg) is to provide scholars 
and readers from various fields of gastrointestinal surgery with a platform to publish high-quality basic and 
clinical research articles and communicate their research findings online. 
    WJGS mainly publishes articles reporting research results and findings obtained in the field of gastrointestinal 
surgery and covering a wide range of topics including biliary tract surgical procedures, biliopancreatic diversion, 
colectomy, esophagectomy, esophagostomy, pancreas transplantation, and pancreatectomy, etc.

INDEXING/ABSTRACTING

The WJGS is now abstracted and indexed in Science Citation Index Expanded (SCIE, also known as SciSearch®), 
Current Contents/Clinical Medicine, Journal Citation Reports/Science Edition, PubMed, PubMed Central, 
Reference Citation Analysis, China National Knowledge Infrastructure, China Science and Technology Journal 
Database, and Superstar Journals Database. The 2022 Edition of Journal Citation Reports® cites the 2021 impact 
factor (IF) for WJGS as 2.505; IF without journal self cites: 2.473; 5-year IF: 3.099; Journal Citation Indicator: 0.49; 
Ranking: 104 among 211 journals in surgery; Quartile category: Q2; Ranking: 81 among 93 journals in 
gastroenterology and hepatology; and Quartile category: Q4. 

RESPONSIBLE EDITORS FOR THIS ISSUE

Production Editor: Rui-Rui Wu; Production Department Director: Xiang Li; Editorial Office Director: Jia-Ru Fan.

NAME OF JOURNAL INSTRUCTIONS TO AUTHORS

World Journal of Gastrointestinal Surgery https://www.wjgnet.com/bpg/gerinfo/204

ISSN GUIDELINES FOR ETHICS DOCUMENTS

ISSN 1948-9366 (online) https://www.wjgnet.com/bpg/GerInfo/287

LAUNCH DATE GUIDELINES FOR NON-NATIVE SPEAKERS OF ENGLISH

November 30, 2009 https://www.wjgnet.com/bpg/gerinfo/240

FREQUENCY PUBLICATION ETHICS

Monthly https://www.wjgnet.com/bpg/GerInfo/288

EDITORS-IN-CHIEF PUBLICATION MISCONDUCT

Peter Schemmer https://www.wjgnet.com/bpg/gerinfo/208

EDITORIAL BOARD MEMBERS ARTICLE PROCESSING CHARGE

https://www.wjgnet.com/1948-9366/editorialboard.htm https://www.wjgnet.com/bpg/gerinfo/242

PUBLICATION DATE STEPS FOR SUBMITTING MANUSCRIPTS

February 27, 2023 https://www.wjgnet.com/bpg/GerInfo/239

COPYRIGHT ONLINE SUBMISSION

© 2023 Baishideng Publishing Group Inc https://www.f6publishing.com

© 2023 Baishideng Publishing Group Inc. All rights reserved. 7041 Koll Center Parkway, Suite 160, Pleasanton, CA 94566, USA

E-mail: bpgoffice@wjgnet.com  https://www.wjgnet.com

https://www.wjgnet.com/bpg/gerinfo/204
https://www.wjgnet.com/bpg/GerInfo/287
https://www.wjgnet.com/bpg/gerinfo/240
https://www.wjgnet.com/bpg/GerInfo/288
https://www.wjgnet.com/bpg/gerinfo/208
https://www.wjgnet.com/1948-9366/editorialboard.htm
https://www.wjgnet.com/bpg/gerinfo/242
https://www.wjgnet.com/bpg/GerInfo/239
https://www.f6publishing.com
mailto:bpgoffice@wjgnet.com
https://www.wjgnet.com


WJGS https://www.wjgnet.com 294 February 27, 2023 Volume 15 Issue 2

World Journal of 

Gastrointestinal SurgeryW J G S
Submit a Manuscript: https://www.f6publishing.com World J Gastrointest Surg 2023 February 27; 15(2): 294-302

DOI: 10.4240/wjgs.v15.i2.294 ISSN 1948-9366 (online)

CASE REPORT

Mesh erosion into the colon following repair of parastomal hernia: A 
case report

Yu Zhang, Han Lin, Jia-Ming Liu, Xin Wang, Yi-Feng Cui, Zhao-Yang Lu

Specialty type: Gastroenterology 
and hepatology

Provenance and peer review: 
Unsolicited article; Externally peer 
reviewed.

Peer-review model: Single blind

Peer-review report’s scientific 
quality classification
Grade A (Excellent): 0 
Grade B (Very good): B 
Grade C (Good): 0 
Grade D (Fair): D 
Grade E (Poor): 0

P-Reviewer: Bloemendaal ALA, 
United Kingdom; Paparoupa M, 
Germany

Received: December 2, 2022 
Peer-review started: December 2, 
2022 
First decision: December 19, 2022 
Revised: December 25, 2022 
Accepted: February 8, 2023 
Article in press: February 8, 2023 
Published online: February 27, 2023

Yu Zhang, Han Lin, Jia-Ming Liu, Xin Wang, Yi-Feng Cui, Zhao-Yang Lu, Department of General 
Surgery, The First Affiliated Hospital of Harbin Medical University, Harbin 150001, 
Heilongjiang Province, China

Corresponding author: Zhao-Yang Lu, MD, PhD, Chief Physician, Professor, Surgeon, 
Department of General Surgery, The First Affiliated Hospital of Harbin Medical University, 
No. 23 Youzheng Road, Harbin 150001, Heilongjiang Province, China.  
lzy76772005@163.com

Abstract
BACKGROUND 
In recent years, mesh has become a standard repair method for parastomal hernia 
surgery due to its low recurrence rate and low postoperative pain. However, 
using mesh to repair parastomal hernias also carries potential dangers. One of 
these dangers is mesh erosion, a rare but serious complication following hernia 
surgery, particularly parastomal hernia surgery, and has attracted the attention of 
surgeons in recent years.

CASE SUMMARY 
Herein, we report the case of a 67-year-old woman with mesh erosion after 
parastomal hernia surgery. The patient, who underwent parastomal hernia repair 
surgery 3 years prior, presented to the surgery clinic with a complaint of chronic 
abdominal pain upon resuming defecation through the anus. Three months later, 
a portion of the mesh was excreted from the patient’s anus and was removed by a 
doctor. Imaging revealed that the patient’s colon had formed a t-branch tube 
structure, which was formed by the mesh erosion. The surgery reconstructed the 
structure of the colon and eliminated potential bowel perforation.

CONCLUSION 
Surgeons should consider mesh erosion since it has an insidious development and 
is difficult to diagnose at the early stage.

Key Words: Mesh erosion; Mesh migration; Parastomal hernia; Intestinal fistula; Intestinal 
internal fistula; Case report

©The Author(s) 2023. Published by Baishideng Publishing Group Inc. All rights reserved.
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Core Tip: In recent years, mesh has become a standard repair method for parastomal hernia surgery 
because it has the advantages of a low recurrence rate and low postoperative pain. However, using mesh to 
repair parastomal hernias also carries potential dangers. We report a case of a rare complication caused by 
mesh erosion 3 years after parastomal hernia repair using the keyhole method. Its atypical symptoms and 
imaging findings complicated the diagnosis. The aim of this case report was to raise awareness of this rare 
complication among surgeons.

Citation: Zhang Y, Lin H, Liu JM, Wang X, Cui YF, Lu ZY. Mesh erosion into the colon following repair of 
parastomal hernia: A case report. World J Gastrointest Surg 2023; 15(2): 294-302
URL: https://www.wjgnet.com/1948-9366/full/v15/i2/294.htm
DOI: https://dx.doi.org/10.4240/wjgs.v15.i2.294

INTRODUCTION
Although the incidence of parastomal hernias remains unknown, it is predicted to be > 30% at 1 year, > 
40% at 2 years, and ≥ 50% after many years thereafter[1]. Suture repair is undoubtedly the simplest 
method for parastomal hernia repair, but its recurrence rate has been reported to be higher than that of 
mesh repair[2]. Hence, mesh repair remains the mainstream method for treating parastomal hernias. 
Mesh repair can reduce the recurrence rate but may cause potential mesh-related complications. 
Currently, there is a lack of comparative evidence between the different mesh types for parastomal 
hernia repair. However, synthetic uncoated mesh types are generally not considered for intraperitoneal 
use because of the risk of adhesion, intestinal erosion, and stenosis[1].

Here, we present the case of a patient who underwent parastomal hernia repair with intraperitoneal 
onlay mesh repair mesh and developed a rare complication 3 years after the procedure. We reviewed 
137 cases in 132 case reports of mesh erosion from 1973 to 2022 by searching the keywords, “Mesh 
Erosion” and “Mesh migration” in PubMed.

CASE PRESENTATION
Chief complaints
In January 2021, a 67-year-old female who had undergone parastomal hernia repair surgery 3 years 
prior began experiencing chronic abdominal pain upon resuming defecation through the anus.

History of present illness
In January 2021, she underwent abdominal computed tomography (CT) for initial workup, which 
revealed a foreign material located in the distal colon (Figure 1A). Three months later, in April 2021, a 
portion of the foreign material was excreted from the patient’s anus. The patient consulted our center in 
an emergency and underwent CT examination again (Figure 1B). The foreign material was removed by 
a doctor who confirmed the foreign material as the mesh used in a parastomal hernia (Figure 1C and D).

History of past illness
The patient underwent anus-preserving radical resection (Dixon operation) for rectal cancer in 
November 2010. The pathological diagnosis revealed rectal villous tubular adenocarcinoma with 
negative margins and no lymph node metastasis. Four months later, she was admitted to the hospital 
because of difficulty with defecation and was diagnosed with postoperative anastomotic stenosis. The 
stenosis was removed using a colonoscope. Recurrent defecation difficulties for 3 years led to an 
emergency colostomy for intestinal obstruction. According to the surgical records, the distal colon was 
removed and closed from the peritoneal reflection. In January 2018, the patient was admitted to our 
center and underwent parastomal hernia mesh repair (keyhole, Shanshi, China) for an emerging 
parastomal hernia.

Personal and family history
The patient underwent anus-preserving radical resection (Dixon operation) for rectal cancer in 
November 2010.

Physical examination
A portion of the foreign material was excreted from the patient’s anus. The foreign material was 
removed by a doctor who confirmed the foreign material as the mesh used in a parastomal hernia.

https://www.wjgnet.com/1948-9366/full/v15/i2/294.htm
https://dx.doi.org/10.4240/wjgs.v15.i2.294
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Figure 1 The computed tomography images and the mesh. A: The computed tomography (CT) images were taken in January 2021; B: The CT images 
were taken before hospitalization in April 2021. In A and B metal tackers were seen entering the intestine with the mesh located near the anus; C: After 
hospitalization, the mesh was partially excreted through the anus; D: The mesh was excreted intact along with its metal tackers.

Laboratory examinations
Laboratory tests were unremarkable.

Imaging examinations
We performed gastrointestinal contrast, where a contrast agent was injected through the stoma 
revealing a t-branch tube structure in the enterocoelia (Figure 2). Transanal colonoscopy was performed 
and revealed stenosis blocking the passage of the colonoscope. Severe inflammation triggered by the 
mesh of the parastomal hernia was observed. Due to severe stenosis at the anastomosis, the t-branch 
tube structure could not be seen in this direction (Figure 3).

FINAL DIAGNOSIS
Mesh erosion into the colon secondary to bowel perforation.

TREATMENT
The patient was considered to have a potential intraperitoneal enteral leakage and consented to the 
elective operation. Midline abdominal incision was created, and the t-branch tube structure formed 
from the colon near the stoma, proximal and distal colons, and the lateral wall of the small intestine 
(Figure 4). The t-branch tube and unduly long colon was excised, and the original stoma was closed. A 
colostomy was reconstructed on the right side of the abdominal wall.

OUTCOME AND FOLLOW-UP
Pathological examination revealed granulomatous inflammation without tumor recurrence. The patient 
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Figure 2 The contrast agent was injected through the drainage tube placed through the stoma. The intestinal tube formed a t-branch tube 
structure.

Figure 3 Transanal colonoscopy revealed the stenosis. Metal tackers that have not yet been excreted can be seen.

was discharged 10 d after the surgery. The patient showed no discomfort after discharge and continued 
receiving follow-up care on an outpatient basis.

DISCUSSION
According to the European Hernia Society guidelines on the prevention and treatment of parastomal 
hernias, the incidence of parastomal hernia is more than 30% 1 year after fistulization, more than 40% 
after 2 years, and can reach 50% or even higher over time[1]. In China, the number of patients 
undergoing abdominal surgery has increased, and the number of patients with parastomal hernias has 
gradually increased[2]. Due to the higher risk of recurrence after suture repair, mesh repair is still the 
best way to repair a parastomal hernia[1]. Common complications of a parastomal hernia repair include 
seroma, intestinal injury, intraoperative and postoperative bleeding, bowel perforation, hernia 
recurrence, intestinal obstruction, mesh contamination or infection, and chronic pain.

Mesh erosion is commonly considered a rare complication[3]. According to Jeans et al[4], the 
incidence of mesh erosion after inguinal hernia repair is less than 1%[4]. However, Hamouda et al[5] 
suggested that this percentage is significantly underestimated[5,6]. Targarona et al[7] reported that the 
incidence of graft erosion after hiatal hernia surgery was approximately 2.3%[7]. Unlike hiatal hernia, 
diaphragm movement is the primary cause of mesh migration and erosion[8]. Therefore, we 
hypothesized that the incidence of mesh erosion after parastomal hernia surgery would be lower than 
that after hiatal hernia surgery.

In our literature review, there was only one report of mesh erosion after parastomal hernia surgery
[9]. There were only a few cases of parastomal hernia and a low incidence of mesh erosion occurring 
after various hernia surgeries. Particularly, mesh erosions after parastomal hernia surgeries are even 
more scarce. In addition, the initial symptoms are usually hematochezia, intestinal obstruction, or other 
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Figure 4 The structure of the t-branch tube. A: The yellow arrow indicates the proximal colon, the white arrow indicates the colostomy colon, the purple arrow 
indicates the distal colon, and the blue circle indicates the small intestinal wall. Intraoperative exploration confirmed that the t-branch tube was composed of the distal 
colon, proximal colon, colostomy colon, and small intestinal wall; B: After separating the small intestinal wall, the structure of the t-branch tube could be more clearly 
identified; C: Surgical removal of the t-branch tube structure of the colon. The yellow marker shows the proximal colon, the green marker indicates the distal colon, 
the orange marker shows the original stoma, and the defect is the original small intestinal wall.

digestive system symptoms. Therefore, patients often seek treatment from gastroenterology or 
gastrointestinal surgery causing underreporting of mesh erosion. Moreover, the primary disease leading 
to a stoma can shorten the lifespan of patients, which may explain why parastomal hernias are 
uncommon.

We used “Mesh Erosion” and “Mesh migration” as the keywords to search in PubMed. The reference 
lists from the extracted studies were manually reviewed to identify additional potentially eligible 
studies. A total of 132 reports describing 137 cases of mesh erosion from 1973 to 2022 were reviewed 
(Table 1). All abdominal hernia types except hiatal hernia were included. Erosion caused by mesh 
placement due to pelvic floor prolapse and other diseases was excluded. The selected studies included 
96 cases of mesh erosion of digestive organs, 42 cases of urinary system erosion (including 8 cases of 
both digestive system and urinary system erosion), and 7 cases of other systems (including 1 case of the 
inguinal region, 1 case of the testis, 3 cases of migration of only non-eroded organs, 1 case of a uterine 
adnexa, and 1 case of the heart).

Agrawal and Avill[10] believed that there are two main methods of mesh migration[10]. The first is 
the mesh migration along the path of least resistance caused by inadequate fixation or external forces. 
The second is the slow and gradual migration across the anatomical plane. The mesh may be displaced 
initially and then eroded into adjacent tissues, which is the erosion and migration of the mesh caused by 
a foreign body reaction[10]. Local tissue destruction from the inflammatory response, granulation tissue 
proliferation, and repetition of these two processes results in mesh erosion of the intestine. This process 
can take several years to occur.

Pathology and colonoscopy in the case reports of Millas et al[11], Celik et al[12], and Riaz et al[13] 
confirmed granulomatous inflammation at the lesion site, which proves the existence of this process and 
is consistent with the present case. According to Losanoff et al[14] and Hamouda et al[5], mesh erosion 
after inguinal hernia surgery is caused by direct contact between the rough mesh surface and organs 
such as the intestine. The parastomal hernia mesh includes a polyvinylidene difluoride and polyester 
layer and biological mesh. It is a basic requirement for a parastomal hernia mesh to contact the intestine; 
therefore, the effect of mesh material on intestinal erosion is irrelevant.

Riaz et al[13] suggested that trimming the sharpened edges of the mesh could prevent damage to the 
surface of the organs and prevent an inflammatory response that could lead to weakness and mesh 
erosion[13]. We agree with their opinion that an appropriate mesh should be selected to reduce the 
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Table 1 General information of the patients included in the review

Patient information Number of cases

Sex Male 110

Female 27

Age ≤ 60 years old 57

> 60 years old 80

≤ 6 mo 22Mesh erosion time

> 6 mo 114

Type of hernia Inguinal hernia 83

Incision hernia 33

Umbilical hernia 10

Parastomal hernia 1

Obturator hernia 1

Abdominal wall strengthening 5

Abdominal wall hernia not specified 5

History of abdominal surgery other than hernia repair 56

Symptoms of prior mesh infection 17

Hernia recurrence 17Condition of hernia after mesh erosion

Incisional hernia 3

History of chemotherapy and immune-suppressive therapy 8

The time of invasion was not specified in 1 case. Incisional hernia occurred in 1 case after umbilical hernia repair, and invasion occurred after secondary 
hernia repair. Due to various emphases in the case reports, it was impossible to judge whether the items not mentioned were negative, so only positive 
results were counted.

necessary trimming. Particularly in cases of parastomal hernia, the central pore should be trimmed to 
minimize mechanical damage caused by friction between the mesh and intestine.

Goswami et al[15] reported a case of cecal erosion after transabdominal preperitoneal for a right 
inguinal hernia in a patient with a history of appendectomy before transabdominal preperitoneal[15]. 
Goswami et al[15] indicated that the adhesion caused by the patient’s previous appendectomy 
predisposed the patient to further adhesion between the mesh and organ, which eventually promoted 
mesh erosion. Abdominal adhesions caused by previous surgeries cause the intestine to lose its ability to 
avoid injury. Moreover, repeated friction between the fixed intestine and the foreign body causes local 
tissue damage, leading to mesh erosion. Patients with parastomal hernias have had at least one or 
several previous operations. For a parastomal hernia, more attention should be paid to adhesions 
caused by previous operations on mesh erosion.

According to Yang[16], titanium tackers used to fix mesh are more likely to adhere to the intestine, 
which Hollinsky et al[17] confirmed through animal experiments. In our experience, titanium tackers 
also cause serious adhesions. Persistent inflammation may increase the risk of postoperative hernia 
mesh erosion and migration[11]. Parastomal hernias involve stomas; therefore, the surgical field is not 
as sterile as other hernia procedures, potentially leading to mesh erosion. Benedett et al[18] 
recommended that chemotherapy could lead to intestinal perforation and a difficult postoperative 
period[18]. Patients with parastomal hernia commonly have intestinal tumors, and the state of immuno-
logical prostration induced by chemotherapy should not be disregarded.

In our case, another cause that should not be overlooked is the potential iatrogenic causes. The 
surgeon who performed the stoma may have intended to perform secondary intestinal anastomosis; 
therefore, the distal colon of the closed loop was over reserved. Preoperative examination before the 
parastomal hernia repair did not reveal the status of a closed loop intestine. Irregular operation and 
incomplete preliminary examination before parastomal hernia repair are also important reasons for t-
branch tube formation.

It is difficult to diagnose mesh erosion because of the level of damage needed for a patient to feel 
symptoms, which can vary and take many years to develop. In our review, we observed 96 bowel mesh 
erosion cases (Table 2). The symptoms of mesh erosion include chronic abdominal pain, vomiting, 
digestive tract hemorrhage, bowel perforation, and intestinal obstruction. In patients who may have one 
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Table 2 Diagnostic methods of mesh erosion of the intestinal tract in literature review

Examinations Number of cases

Positive Mesh erosion 0

Foreign body 1

Other lesions 13

First radiographic diagnosis

Negative

No abnormal 3

Positive Mesh erosion 4

Mesh migration 2

Foreign body 4

Other lesions 44

First CT diagnosis

Negative

No abnormal 6

Positive Mesh erosion 1

Foreign body 0

bowel perforation 12

Other lesions 8

First gastrointestinal angiography diagnosis

Negative

No abnormal 1

Positive Mesh erosion 11

Foreign body 3

Other lesions 17

First colonoscopy diagnosis

Negative

No abnormal 6

Positive Mesh erosion 0

Mesh migration 1

Foreign body 1

Other lesions 4

Ultrasonic diagnosis

Negative

No abnormal 2

Positive Mesh erosion 0

Foreign body 0

Other lesions 2

MRI

Negative

No abnormal 0

CT: Computed tomography; MRI: Magnetic resonance imaging.

or more of these symptoms, a negative fecal occult blood test may occur[12]. Determining mesh status 
using radiography is also difficult[19]. Among the 96 cases reviewed, the diagnosis was established 
during surgery in 74 cases, on the first endoscopy in 10 cases, on at least the second endoscopy in 7 
cases, and by other means such as CT in 7 cases. A convenient and inexpensive objective assessment of 
mesh behavior after mesh placement is difficult because there are no routinely available mesh products 
with unique radiographic labels[20].

Our literature review concluded that radiography, CT, and gastrointestinal angiography could only 
diagnose intestinal obstruction and leakage, although identifying the actual cause was still difficult. 
Doppler ultrasound is only performed after clinical judgment of a doctor to determine the mesh 
location. In our case, because the metal tackers moved into the intestine with the mesh, the CT scan 
alone could diagnose mesh erosion in the intestine. Early colonoscopy can only detect inflammation, 
intestinal polyps, or diverticulum; therefore, it may be wrongly interpreted and misdiagnosed as a 
malignant tumor[21-23]. The actual cause can only be determined when patients undergo more than one 
colonoscopy or abdominal exploration after experiencing severe symptoms. The early diagnosis of mesh 
erosion is complex, and the history of hernia repair should not be ignored when a patient presents with 
abdominal symptoms.
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In our literature review, only 9 patients did not receive surgical treatment, and the remaining patients 
with mesh erosions received surgical treatment. In the 9 cases opting for non-surgical treatment, some 
authors believed that surgery should still be performed[24-26]. Previous studies discussed that patients 
usually refuse surgical treatment at the onset of their symptoms but finally receive surgical treatment 
once they worsen[27,28]. Therefore, mesh erosion after parastomal hernia surgery should be actively 
treated. Due to the small number of cases, it was inconclusive if the mesh of a parastomal hernia erosion 
or the bowel loops should be removed and the stoma rebuilt. We believe that mesh erosion, especially 
penetration into the intestine, necessitates the removal of some or all of the mesh into the intestinal 
loops. The segment of the intestinal loop should be resected, and the stoma rebuilt. Owing to repeated 
operations at the original stoma, local skin scars cause difficulties in care of the stoma. Re-stoma reduces 
the possibility of postoperative intestinal leakage and improves the future nursing of patients.

CONCLUSION
Mesh erosion is a rare complication, but its real incidence may be higher than the reported incidence. 
Previous studies have speculated on the etiology, many of which are more prominent in patients with 
parastomal hernia after surgery. Mesh erosion has no typical clinical manifestations, imaging, and 
endoscopy characteristics. With its insidious behavior, mesh erosion is difficult to diagnose at an early 
stage. Surgeons should be aware of the surgical history of hernia repair especially when the patient with 
mesh presents with abdominal symptoms.
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